oa! 


MARYLAND STATE DEPARTMENT OF HEALTH~—BALTIMORE, 18 ag 1 { 0 
7 9139 CERTIFICATE OF DEATH Reg. Dist. No. 


7, . { 4 

Fae 4 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If insitvion: Residence before odmitsion) 

e 3 J | 2 COUNTYG, MARYLAND b. COUNTY Q 

ee. darre PZ. C: AALr 

£3 b. CITY OR TOWN (If outside corporote limits, write [¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporate limits, write RURAL ond give nearest town) 

2 5 RURAL ond giye nearest town) is, ‘ 

get Oak lana <b a TL Ler 

@ d. NAME OF HOSPITAL (if oh in hospital, give ttreet address) ye STREET ADDRESS e. 1S RESIDENCE 

c=) 4 QR INSTITUTION. ON A FARM? 

ek cae Hore ves No 

3N ce Middle Lot 4. DATE Manth Doy Year 


beceaseo 
as or print) p He Ba // 
3S ‘ yo on RACE Se MARRIED [J] NEVER MARRIED [] ]®. DATE OF BIRTH 
y 4 | e L4 its Z |wiooweo[] _bivorcen TN Are L ? 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR Lous 11. BIRTHPLACE (Stote or saxeige country) 
during mast of working life, even if retired) 


ATI A 771171. €5 Was 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Cae ly / 3 mig A E_ Ail 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
(Yes, no, oF untnown) it yes, give wor or dotes of service) FIOM E 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond {c):} 


42. CITIZEN OF WHAT COUNTRY? 


US 


dkter death. 


a 


Lars sary Mowe Conk arg) Ded 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: ; 5 ae 
IMMEDIATE CAUSE (0). 272-70 < rtm oho & Fv danchee — 
4 aA DUE TO 


that the death certificate be executed within 24 hours 


Conditions, if any, which rs Gevencl cod 


gove rise to immediote 


fires 


“ ; DUE TO a 

> couse {a}, stoting the under- _ rm 

g¢ lying couse fest. ack TV cand ef two ftian- ey 

318 Pat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. VAS AUTOPSY 

ae Suz 5 RMI 
it Jah 

z£ yes] No [A] 


200. ACCIDENT WAS_UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


tificate has been signed by the attending physician and completely filled in by 


MEDICAL CERTIFICATION 


2 

ES 

6 

a 
es OR CONTRIBUTING LT CAUSE OF DEATH 
ae (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zss 20e. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —]20e. PLACE OF INUURY (Home, form, 120F. (City oF town) (County) (tole) 
£5. bige ow While Not miler factory, street, office bldg., etc.) 
= 3 é p.m. lat work [[} ot work t 
Ose 
Zz a3 21, f certify that | attended the deceosed ee Sess ost bao, Snql SL les coe ae ----, 19.2,2..,thot I lost saw the deceased 
2 Ae olive on_.@q "20, ae ay ond that deoth occurred ot.Z.4_1_...M, fram the couses and on the dote stoted above. 
ce ‘ ADDRESS (Street, city or town, stote) DATE SIGNED 
< ACTUAL < > 
o SiGNATURE_<-1 A “2 ae Os SKLand 


PHYSICIAN'S <a 
NAME (Type) Fasshe Fer Nin, 


To. tec afer 2b. DATE eS ‘Wc, NAME OF CEMETERY OR-CREMATORY 7d. i TION (City. town, ‘or county) {Stote) 
Speci : 
1Axs yasT AS» ml Cerete:s Zz 2, 2 


ve AU 2% eoniger 2b. OBS a ley 


Page 3 should be detached for use os the burial-tronsit permit. Then pleose remave carbon papers. Pages 1 and 2 should be filed with 


the registrar priar ta burial, cremation, ar remaval, and in any event wi 


TO HOSPITAL 
may be reto 
TO FUNERAL Of; 


VS A15 (4) yy 
15M 10/57 # 


nh MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ITT] 
91469 CERTIFICATE OF DEATH =, 


sz 
3 '; RAS ee 2 caer RESIDENCE (Where deceased lived. If institution: Residence before admission} 
2 o. b. COUNTY 
sz Garrett manviano |! “Maryland Garrett 
Bo @ b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
5 a ed RURAL ond give nearest town) 
2 Oakland 9 Days (Ki 
e Zz d. NAME OF HOSPITAL {If not in hospitol, give street oddress} js. STREET ADDRESS e. 1S RESIDENCE 
a r OR INSTITUTION, a { ON A FARM? 
BS )|Garrett Co, Memorial Hospital ves] No 
ae 
= 3. NAME OF Fi idl 4. DATE 
aS Neer inst Middle last Da Month Doy 
2 3 (Type or print) DEATH Au eu. st 0. 
S 5. SEX 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | &. DATE OF BIRTH 9. AGE (In yoors IF UNDER 1 YEAR| 
i P es 2-2 OL SB. mA 
2 M 2 WIDOWED [] WVORCED 7A~1L9! yrs. a 
ae 100. USUAL OCCUPATION (Gi ind of work done|10b. KIND OF G INESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
2 8 during most of working life ren if retired) 5 x ’ 
e8 Coal Miner ¢s Kitzmiller, Md. America 
8 > 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
es A 
© 5 Henry Barrick Martha Mason 
A 


15. WAS DECEASED EVER IN U. S. ARMED cal SOCIAL SECURITY NO. 17. INFORMANT Address 

(Yes. no. oF unknown} UWE yes, give wor or dates of service) 4 x , - 
y Q)3 -C/-697¥ Nother" Martha M, Barrick, Kitzmiller ,Md| 

18. CAUSE OF DEATH [Enter only one couse per Ji (P01, ond (0). INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED 8Y: Ss ONSEU AND DEATH 

IMMEDIATE CAUSE (0), 
t ‘ DUE TO Ee 
Conditions, if ony, which © aad flece DSc 


Then please re 


gove rise to immediote 


couse (0), stoting the under- DUE TO 5 
abringicouse lost ey 


te has been signed by the attending physicion and completely 


BeucticonMipstrrt 


TO HOSPITAL OR_ ATTENDING PHYSICIAN: The fow requires tha! the death certificate be executed within 24 haurs offer death: Page 4 


Rg 
z 
= 
= 
i 
s 
: 
© 
as 
Fa 
o 
iS 
2 
6 iz 
3 9 
Os 
3 z 
ae Ss 
£o Vv 
3 3 6s & |20e. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 200. ee OF Seba eat 1 206. (City oF town) (County) {(Stote) 
5. ) ray Hour 0. m, Whit Not whit reet, offi etc.) 
sz § é = p.m. 19 {ot work o pice Le) H 
The 
S355 21. | certify that | attended the deceased fram._. An AD, wT, ey eee 19.2_7_,that | last saw the deceased 
% a 8 g alive on. 1 :05 Aa pally the couses and on the dote stoted above. 
£ as (Sjpeet, Cae n, stote) Bs TE SIGNED 
he ACTUAL J@ 
$2 SIGNATUR' WD. Fae eee AUD tlhe... PSL ae 
saz | 7 
Cae ae / PHYSICIAN'S 
ogee NAME (Typel__ Andrey ance, Ue De) Oakland. Le aS Aer le, ete. iy 
£3°9 a 7 Zc. NAME OF CEMETERY @LEEEMALORY ity, town, or county) 
a3 6° 4 © pe 
ze ge ; 
- “Ores DIRECTORS 4c. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4 . y ui Lak lew 
Tea 10/57 lhe V , DighorxBEP_ 8 58. Catton & 


j— _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9144. _ CERTIFICATE OF DEATH EES 


1. PLACE feild 
SUS Garreet MARYLAND 


— 


2. Seen eaes {Where deceosed lived. If institution: Residence before admission) 
o..STATE b. T 
rabyland. cuNGarre tt 
c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 


x Mt. Lake Park, 


cc. LENGTH OF STAY IN 1b 
6- Months 


b. CITY OR TOWN [If outside coments Jimits, write 
UAL 9 ‘ond bebe jeores! 
co Park 


id be filed with 


‘uneral director, 


275 
2. k s d. NAME OF HOSPITAL (if not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
Be Mi x OR INSTITUTION / ON 4 eee 
YES NO 
3 3 
s 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
=: DECEASED 3 2 Rsers OF = 2 c 
3 (Type or print) Minnie Jane Bittinger cam August sil, 1959 
: 9. AGE Wes at IF UNDER 1 YEAR! IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 
. Female White |wooweofy  pvoreoQ flune 15, 1882 


Wy birhdoy Months] Doys | Hours 
am 


oe 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. Tee {Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3s during mos! of working life, even if retired) os - 4 
2 Housekeeper Own Home West Virginia U. See 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
I Abraham Miller Malissa DeWitt 
1S. WAS DECEASED EVER IN U. S.. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
[Yes. no. oF unknown} [It yes, give war or dates of service! 


ee 


Clinton Bittinger Mt. Lake Park, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c). ] EEA BETWEEN 


PART |. DEATH WAS CAUSED BY: eas” pi fe. 
IMMEDIATE CAUSE (0). 


Ho f DUE TO 
Conditions, if ony, which 


gove rise to immediote 
couse (0), stoting the under. ( OVE . 
lying couse lost, tc 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}| 19. jataMe libel 
ves} not] 
200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(VF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (Stote} 
Hour a.m. While Not while factory, street, office bidg., rey 
p.m. lot work [[} of work 


that the deoth certificate be executed within 24 haurs gfter death: Page 4 
Then pleose remav, 


jires 


|, cremotion, or remaval, ond in ony event within 72 hours ofter 
MEDICAL CERTIFICATION 


After this certificate has been signed by the ottending physicion and completely filled in 


ENDING PHYSICIAN: The law requi 
the hospital or ottending physicion. 


page 3 should be detoched for use os the buriol-transit permit. 


21. I certify thot | attended the deceased from.___ cee ee wEZ, Gi =2L._., 1927. that | last saw the deceased 
ms EF alive on_Gteug...._ JS, 1%. _ond thof'degth occurred oh "from the causes and on the date stated above. 
ELOS, Va DATE SIGNED 
2 ACTUAL Z ; ‘Gd t oa 
s | SIGNATUR fikiugh $e LEC IILCSE L3 
3 Name(ys_ Herbert H, Leighton, M, D, 
2 


Ne. ray ‘a seen 2b. DATE THEREOF i NAME OF CEMETERY OR CREMATORY Nd. ae (City. town, or county) {Stote) 
ray aaie a OKS) 5/1959 leasant Valey Cemetery near Oakland, Md. 


24b, REGISTRAR’S SIGNATURE 


Cribs 


TO HOSPITAL O 
may be retoin 
TO FUNERAL DI 


ae: Gr'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR 
Metals, ZK apf \ LEG Z eS Oakland, Mds |osmSEP 859 
V 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


onl 


Y9113 


» Lal 

7 9142 CERTIFICATE OF DEATH seaitias e 
hes 
S 3 h by ae aaah 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
« 3% - GARRETT marnanp || ONS MARYLAND ON GARRETT 
€ 3 b. CITY OR TOWN ([f outside corporate limits, write | c, LENGTH OF STAY IN Ib ©. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
Fab, 8 RURAL ond give nearest town) 
aed OAKIAND 20 da: SHALLMAR 
e 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d, STREET ADDRESS e. IS RESIDENCE 
o ‘id OR INSTITUTION / ‘ON A FAR 
os GARRETT COUNTY MEMORIAL HOSPITAL YET No BK 
2 £6 3. NAME OF First Middle lost 4. Date Month Day Yeor 
a 3; type oF pri) WILLIAM THOMAS COSTELLO DEATH AUGUST 2 1959 
= 2 5. SEX 6. COLOR OR RACE | 7. MARRIE! NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE a Pa) LYEAR] IF UNDER 24 HRS. 
‘ 11 Do; Mii 

M W wivowep[[] _—ovivorceo [[] JULY 23,1890 ) jenths] Days be) 0 


10a. USUAL OCCUPATION (Give kind of work done| 


during mot et hay 1g life, even if retired) 


13, FATHER'S NAME 


10b. KIND OF BUSINESS OR INDUSTRY 


COAL 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
WEST VIRGINIA U.S.A. 


14, MOTHER'S MAIDEN NAME 


THOMAS COSTELLO BRIDGETT JOYCE 
pe ewe ea wt ys oe ARMED be yaeaty 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
yes b/V77Ti- it ee 2 WILLIAM T. COSTELLO SHALLMAR, MD. 


carbon papers. 
fer death. 


jours 
= 


that the death certificate be executed wi 


2 
gf 
gz 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b}. and (c)-] INTERVAL BETWEEN, 
a PART I. DEATH WAS CAUSED BY, f J /2 = y,0, 4 Pate Sie 
§ IMMEDIATE CAUSE (a) = f ae 
= DUE TO ) ; 
Canditions, if any, which (by fA rt cose fi i = is / 
3 gove rise ta immediate 
oS couse (a), stating the under. ( OVE TO { 


lying couse lost. te) 


: After this certificate has been signed by the attending physician and campletely filled in by 


5 
ES 

23 a Pant Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)|19. WAS AUTOPSY 
2s is 

ra < ves] no 
Fo = |200. ACCIDENT WAS UNDERLYING _ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 1B.} 

3s & | OR CONTRIBUTING [] CAUSE OF DEATH 

a5 G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

gs & [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, 120F. {City or town} (County) (State) 
25. 3 Hour 0. m. While Not while factory. street, office bldg.. etc.) | 

= 3 = p.m. 19 Jot wark 7] ot work [7] ' 

re 3 5 ; am . 

Zz 3 21. t certify that | attended the deceased from. Nile ta. Pr) os 35 that | last saw the deceased 
S$ eg alive on__fj772 22 a __, 12_2_2__, and that death dened “a3 eoceee M, fram the couses ond on the date stoted above. 
E=6 y ADDRESS (Street, city or town, state) DATE SIGNED 


ACTUAL ; / , 
SIGNATURE Neen / 


natgcans| JAMES H, FEASTER,JR. M.D. 


2a. BURIAL, Seat ‘22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, or county} (Stote) 
MAE” 18/5/1959 ‘albaugh Cemetery 1k Garden, W. Vae 


‘* 


TO FUNERAL DI 


the registrar priar ta burial, cremation, ar remaval, and in any event wi 


page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPITAL O 
moy be retain: 


je oe bait. STE ‘ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS ANS (41 (Wines) Py wt ; z 
15m 10/37 VVC Veteg lee Oakland, Md. lommugs ‘59 

i / 


oul 


ee 


ssary, please e: 
Page 4 should be 
|, cremation, 


, 2, and 3 ta the funeral dire 


If ony dele: 
Chief Medical Exominer's Office along with form PM3. Page 5 moy be retained for your files. 


the registror priar to buri 


[| 


( 


38.0 ALG e- ZHEI* 


File poges 1 9; 


Item 18, Give Pages 1 


= 
5 
2 
3 
i 
= 
6 
e 
5 
3 
= 
& 
= 
= 
z 
D 
= 
> 
3 
x 
6 
e 
5 
ae 
> 
3 
a 
= 
5 
8 
= 
s 
8 
3 
# 
ei 
s 
< 
s 
a 
= 
< 


¢, writing the ward “‘pending’’ in pencil 


- 


TO DEPUTY M 
cute the cer: 
forwarded t 

- TO FUNERAL DIRECTOR: Poge 3 should be used as o burial-transit permit. 
or removol. 


VS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH ae YI 14 
| PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If Inslitutiom: Residence before admission) 
a. COUNTY . rd sd be b. COUNTY 


b. CITY OR TOWN {It ovniede corporate fimin, write RURAL . LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outtide corporate limits, write RURAL ond give peorest town) 
AEN : : oe a 


‘. 
Aetasat ere El, a K [rALccée 
<d. NAME OF HOSPITAL OR INSTITUTION {if nat in hospitol, give reat address) d. STREET ADDRESS @. 1S RESIDENCE 
f : ON A FARM? 
7/. , yes [] NO 
3. NAME OF First Middle + tot : Yeor 
DECEASED ; 7 ' oF ; 
{Type or print) JA Liss —w/ REd- =/RiENO 45 be. 
6. COLOR OF RACE |. MARRIED panever MARRIED [J] 8. fon ‘OF BIRTH AGE tin yoors 
y, 4- ‘Months 
7 winoweo [] _olvorcto [] -({- 172 f 3 
10a; USUAL OCCUPATION {Give kind of work dane] 106, KIND OF BUSINESS pales o16 11. BIRTHPLACE (State or foreign ae 12. CITIZEN OF WHAT COUNTRY? 
dyfing most of working life, even if retired Yy g 
| a RIAA. lonpttedtes eins : 
us. sates MAIDEN N. 
Wi Atl: i g 
ws 4 Aad tlotes - 
15, WAS DECEASED EVER IN U: S. ARMED FORCES? ]16. SOCIAL SECURITY NO. [17. 
{Yea, 10, oF unknown} sie acl aie I 7 
LA. 220-/o2 Bales Sil Pies jhads Md 
18. CAUSE OF DEATH a =e ‘one couse per line for {o), {b), and (c).] ; One aE Dean 
PART 1. DEATH WAS CAUSED 8Y: 7 : ie ara iA? a Wi 
"WAMEDIATE CAUSE (0) _< eae J 
d, | OUE TO 
ans, If any, which o 
¢ ta immediate couse 
{a), stating the underlying( OVE TO 
couse fost, {c. 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Ifo 19. WAS AUTOPSY 
CONTRIBUTING TO DEATH | ut 
ves] NOG)’ 


20a. EXTERNAL CAUSE WAS ‘2b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in Port 1 or Port It of ilem 18. 
PRIMARY Cor CONTRIBUTING bait 4 Pres osha os Rey Sacer eee a) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1208. {City or town) (County) (Slate) 
Hour 9, m. While Not while foctory, street, affice bidg., etc.) { 
p.m. 1 at work [7] at work [7] i 


21. I certify that | taak charge of the remains described abave, held an Autapsy ([], Inspection Inquiry [Y, and find that 
death resulted fram: Natural causes Accident [fs Suicide 0D. Hamicide ial: Undetermined cause D. 


MEDICAL CERTIFICATION 


DATE SIGNED 


SeNAT yr mp, CHIEF MEDICAL EXAMINER (] ‘ 


ASSISTANT MEDICAL EXAMINER (_] 
DEPUTY MEDICAL EXAMINER [9 é 7 RMA 
te NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (tote) 
Koee Chere PTTL TAGE -f. 3) TH 
2a. REC'D AY AEG|RTRARG q 246, cere NG oe a 


DATE 


1 deoth: Poge 4 


=i 


funeral director, 


id 


te be executed within 24 hours, 
After this certificate has been signed by the attending physician ond completely filled in by 


ico! 


The low requires thot the deoth certifi 


ENDING PHYSICIAN 


TTI 


TO HOSPITAL 
may be retoi 
TO FUNERAL D 


as 
=> 


hysicion. 


ing p 


the hospitol or ottendi 


‘OR: 


Pages 1 ond 2 should be filed with 


Then pleose remove carbon popers. 


the registror prior to buriol, cremotion, or remavol, ond in ony event within 72 hours after death. 


poge 3 shauld be detoched for use as the buriol-tronsit permit. 


\ 


— 


~ 


ae ee Pe AB IENT OF cae 18 


9144 °°" “CERTIFICATE OF DEATH 9115 


Reg. Dist. No. 


= 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where decensed lived. If insituion: Residence before odmission) 
Gerrett MARYLAND : Merylend b.COUNTY & nemett 
: =e 
b. CITY OR TOWN (If outside corporote fimits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) P 
Rural Swanton, Md, Life . (Rural Swanton, Md. 
d. NAME OF HOSPITAL (If not in hospital, give street oddress} (@ STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
YES, No [] 
3. NAME OF First Middle > Sa 4. DATE Month Day Yeor 
{Type ex prin IDA BOWERS GREEN bam August 133) ine 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] If UNDER 24 HRS. 
° lost birthdoy) Doys Min. 
Pena W wipowed Fy pivorceo | Ac, 20) OF 9B 


1a. USUAL OCCUPATION (Give kind of work done 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


10. KIND OF BUSINESS OR eee ce BIRTHPLACE (Stote or foreign country) 


Touse wife own home New Germany Uae, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
eames Bowers Katherine Brosdwater 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT : Address 
(een'vo os NORE ADVFN ‘rex, Bote oxen of Ca ea 
J none Mr. Everett Green D. Swanton, Md 


18. CAUSE OF DEATH [Enter only one couse 


Leal 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


DUE TO 


line for (a), (b), ond (c)-} 


1 INTERVAL BETWEEN 
ONSET D DEATI 


Gonditions, if ony, which rs 
gove rise to immediote 


couse (0), stoting the under. ( PVE TO 
lying couse fast. (0). 
ra Part Il. QTHER SIGNIFICANT CONDITIONS CONTRIBUJING TO DEATH BUT NOT ng D JO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. SHASTAUTGRSY 
- 
Z a . 
fe) lenset A\, Q Ay) | FOE yes []_No 
= | 20a. ACCIDENT WAS UNDERLYING P| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter not, injury in Port | or Port II of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF D i] 
© (IF EITHER, NOTIFY MEDICAL EXAMI! 
& ]2c. TIME OF INJURY Month, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stote} 
3 Hour kosmhe White Not while foctory, street, office bldg., cot 
= p.m. lot work [] o! work AR 
1a 
21. | certify that Ugitended the deceased fram_ CY Anns <n at yr, to_S4e 43... 1% 7 that ( last sow the deceased 
alive on_______ © i / 12. 77/9 id that death occurred at.______ ff , from the causes and an the date stoted abave. 
Vj : In, state) DATE SIGNED 
CTUAL CLA 4 4 ag 
SIGNATURE__AA —T oa Siti. ~*~ 
PHYSICIAN'S % 
NAME (Type) s "y 
—— eee = 
Mo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
ROYAL eon 4 a 
Q Teri many Me dist Bural Grenteville .fhrrett 
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no -16-4577A 1] 


Address 
Robert Va. 


INTERVAL BETWEEN 
ONSET ANI DEATH 


Sliger 


Heeling, We 


MEDICAL CERTIFICATION 


20a. ACCIDENT WAS_UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21. 1 certi 
alive an. 


3) hat | att ned the deceased fram._ y 


6% UUW iN, 
€ Pavm eee TR 


the haspital ar attending physician. 
‘OR: After this certificate has been signed by the ottending physician and campletely 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haur: 


Signatur 


the registrar priar ta burial, crematian, ar remava!, and in ony event within 72 hauy 


page 3 shauld be detached far use as the burial-transit permit. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) 
Hour 0. m. While Not while factory, sireel, office bldg., sad 1 
p.m. 19 lat work [1] ot work [J 4 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}|19- ede AUTOPSY 


Old Intertrochanteric Fracture Left Femue 
‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 


RMED? 


yes) NOG 


(County) (Stote} 


ache 19SF. that | last saw the deceased 


19S9__, 


~) a 18) 8, and that asetk occurred at... 4 16M, 


wo, BSN 


Im the causes ee an the date is abave. 
AOORESS Sireel, SP Jown, stote} Eh SIGNED 


a ~T I PHYSICIAN'S i. 
ets NAME (Type)__ uty fT A TPS TA INS ASS RAE © ee eee ie ang 
& 3 2 ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tdwn, ar county} {State} 
Q25 REMOVAL {Specify} , : fy ; 
ae buries 8/8/195¢ Oaklana Cemeter aklana Mary Lanc 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a. REC'D BY REGISTRAR ‘2ab. REGISTRAR’S SIGNATURE 
vane \ jinnich Funeral rome Oaklend oATEAUG 1 0 ‘59 Oniten & Mess 


